Quality of life is a very subjective concept and it can be defined as the perception of the individuals of their own position in life in the context of the culture and value systems of the country where they live in relation to their goals, expectations, standards, and concerns. 1 When trying to identify the aspects of life that are the most deeply affected by the disease and/or treatment, patients with chronic diseases reveal stronger concerns.
Introduction
ranges from 0 to 100, and the highest scores reflect better health status. The results of the CHQ have been presented for each different domain separately or as combined measures assessing all the measures that make up the physical and psychosocial scores. The psychometric properties of this questionnaire justify its use in prognostic studies with pediatric patients. 3, 4 The CHQ was developed using some chronic diseases as clinical models. The scores revealed in these groups are presented in Table 1 , as well as the scores resulting from the administration of the questionnaire to healthy children in the study that validated the instrument in Brazil. [5] [6] [7] [8] [9] [10] The objective of the present study is to assess the quality of life of patients with rheumatic fever receiving outpatient treatment at two public hospitals that are centers of excellence for the treatment of rheumatic fever in the municipality of Rio de Janeiro (RJ).
Methods
We conducted a cross-sectional study to assess the quality of life of patients with rheumatic fever.
The population of the present study included patients with rheumatic fever from a pediatric university hospital and public hospital specialized in heart diseases. The computer program Stata SE version 9 was used for data analysis.
Results
One hundred and thirty-three patients were assessed using the CHQ. All individuals accepted to participate in the study. The patients' sociodemographic characteristics are shown in Table 2 . Approximately 50% of the children included in our sample were being treated at each institution.
As we could not find significant differences between the patients of both hospitals in terms of sex, age, and clinical characteristics, their results were not separated for presentation purposes.
There was not prevalence of gender in the distribution of patients.
The patients' age ranged between 5 and 18 years old.
Their mean age was 12 years old and the standard deviation was 2.8 years. More than 50% of the patients were aged from 10 to 14 years.
With regard to the disease manifestation, the most common one was articular symptoms associated with cardiac problems, which were present in 74 cases (56.1%), followed by cardiac problems alone in 27 cases (20.5%), 16 cases of articular symptoms alone (12.1%), one case of chorea (0.76%), and a combination of different manifestation in the remaining cases.
Most patients' families belonged to social class C, whereas classes C and D together accounted for 90% of the families.
The majority of the patients had up to two siblings, although almost 20% of them had four or more siblings.
Only 16 patients (12%) were going through the acute phase of the disease, while 117 (88%) were being followed up due to rheumatic heart disease (chronic phase). 
Discussion
The present study confirms the data of the literature regarding the characteristics of rheumatic fever manifestation. Articular symptoms associated with cardiac problems was the most common form of manifestation, followed by cardiac symptoms alone, being more prevalent than articular problems alone. Such finding is not in agreement with the literature, which reports the articular symptoms as the most common form of manifestation of the disease. However, our study was conducted at hospitals that are centers of excellence for heart diseases, which might have contributed to a selection bias, increasing the proportion of cases with cardiac problems.
The literature on the assessment of quality of life in patients with rheumatic fever is rare despite the availability of questionnaires developed and validated to assess children with chronic diseases. [11] [12] [13] Quality of life of rheumatic patients -Carvalho MF et al. The result shown by the CHQ of patients with rheumatic fever revealed median values similar to those found in other studies involving children with chronic diseases such as: attention deficit disorder, asthma, epilepsy, psychiatric diseases, juvenile idiopathic arthritis, among others. 3, 5, 7, [9] [10] [11] [12] When analyzing the results of healthy Brazilian children on the CHQ, we found that they had lower scores on CHANGE, followed by alterations on BE and PE. 6 Some studies have used other generic questionnaires, such as the Peds QL TM , which was administered to children with chronic diseases and their guardians, and these studies have found discordant results regarding the quality of life of the children investigated. 14 The analysis of our sample according to social class showed a stronger influence on the scores on MH, PF, FA, and RP, which were higher in social class B (the class with better socioeconomic status in our sample). Nevertheless, REB and BP showed higher scores in social class D/E. These findings evidence the importance of social conditions for disease perception and quality of life, mainly when there is need of long-term follow-up. It is worth mentioning that this aspect has not been highlighted in other studies; however, it was highly relevant for rheumatic fever, showing some significant results in several items analyzed in the present study.
The analyses of the combined measures assessing physical and psychosocial scores evidenced little difference in comparison with the scores of healthy children or children with some other types of chronic disease. 5, 6 The CHQ was also used to assess the quality of life of children with bowel movement disorders, who had significantly lower physical and psychosocial scores than healthy children. 15 The main limitations of our study were: the small size of the sample, as well as the slight variability in the subjects' socioeconomic characteristics, which might have impaired the detection of even higher differences in the quality of life.
As it is the case of any cross-sectional study, there might be few patients with characteristics that decrease the survival rate. Another limitation is the fact that the interviews were done with the parents. Since one of the inclusion criterion was being aged between 5 and 18 years, we could not used the version of the questionnaire answered by children older than 10 years old and adolescents. Therefore, we decided to use the parent version (CHQ-50). A better option would be to administer the questionnaire to parents and children/adolescents, thus having a higher rate of agreement regarding the results for the physical domains and a lower rate of agreement for the social and emotional domains 16 between the questionnaires.
We conclude that the quality of life of patients with rheumatic fever was similar to that found in children with other chronic diseases, both in terms of physical and psychosocial domains, and that socioeconomic factors are associated with differences in the quality of life.
We recommend the use of the CHQ in the beginning of the follow-up of patients with rheumatic fever with the purpose of helping to define their profile of quality of life.
Re-administration of the questionnaire during the treatment may be useful to assess interventions and to plan new actions.
